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Medical Treatment of Amoebiasis 


By FRANK C. GoLpING, M. D., EL PAso 


The treatment of amoebiasis is becoming more of 
a controversial problem, and one cannot be dogmatic 
in one’s statements. 


Treatment should be instituted with instructions 
for a bland, low-residue diet and excluding all al- 
cohol. 


Emetine hydrochloride given by hypodermic injec- 
tion should be used in the treatment of intestinal 
amoebiasis only to control the symptoms of dysentery. 
This drug does not eradicate the infection. When 
given, it should be done under carefully controlled 
circumstances. 


The patient should be at complete bed rest, with 
daily checks on pulse and blood pressure, and _pos- 
sibly electrocardiogram before each daily dose of 
emetine is given, and it should be discontinued as 
soon as the dysentery has been controlled. 


Oral Medications 


The usual treatment for the intestinal phase of 
amoebiasis, however, consists of oral medications only. 
The first and, I believe, the most effective of these 
is arsenic. 


The first of the arsenical preparations used is car- 
barsone, an organic pentavalent arsenical readily ab- 
sorbed by oral administration. 


Milibis (Bismuth Glyconyl Arsanilate) is an al- 
most insoluble compound containing 15 per cent of 
arsenic and 42 per cent of bismuth. 


Balarsen (Arsthinol) is a trivalent compound de- 
veloped for the treatment of Yaws. In treating pa- 
tients with Yaws, it was noted that the patients who 
had amoebiasis were improved also in regard to the 
amoebiasis. The average dose recommended is 100 
mgm tablet five times daily for five to seven days. 


Second Group 


The second most common group of drugs used for 
oral administration are the iodine drugs. Vioform or 


*Dr, Golding this month is substituting for Dr. Jack A: Bernard, 
regular conductor of this section. 
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Chinofon were used extensively until Diodoquin was 
introduced, and this has become the most popular 
of the iodine drugs. It is an insoluble preparation 
containing 63.9 per cent iodine. 


The use of antibiotics such as Aureomycin, Ter- 
ramycin, Bacitracin, Neomycin, and Chloromycetin in 
the routine treatment of amoebiasis is mentioned only 
to be condemned 


First, the more conventional medications are equal- 
ly, if not more, effective; secondly, the complications 
of these drugs are frequent and dangerous and can 
be even fatal; thirdly, there is the risk of establishing 
an idiosyncrasy to these drugs, thereby depriving the 
patient in the future of their use in other, perhaps 
more serious, diseases in which there is no alternative 
treatment. 


Great Value 


These drugs are of great value in the treatment of 
patients who are unable to tolerate arsenic or iodine 
preparations, or when the amoebiasis is associated 
with other infections such as bacillary dysentery in 
which these drugs are specific. 


The one exception to this objection to the use of 
antibiotics is Fumagillin. This is an antibiotic that 
apparently has little use except in the treatment of 
amoebiasis. 


The dose is two 10 mg. capsules t.i.d. for two 
weeks, This has been complicated in some cases by 
nausea and vomiting, which makes it necessary to dis- 
continue the medication. 


For completeness, it should be mentioned that 
Atabrin has also been used in the treatment of the 
intestinal phase of amoebiasis. 


The use of sulphonamides or penicillin to combat 
secondary invaders has been of merit in some cases. 


A more. recent drug, Camoform (Biallyamicol 
Hydrochloride, Parke-Davis & Co.), is of great value 
in the treatment of amoebiasis. Similar to chloroquine, 
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it is another anti-malarial drug and contains no arsenic 
or iodine. 


Seventy to 80 per cent of it is absorbed, and 15 
per cent of this can be demonstrated in the plasma 
three weeks after it is discontinued. 


This suggests that the drug is largely localized in 
the tissues and offers promise that it may prove of 
value in extra-intestinal amoebiasis. 


On two early reports that I have available, the first 
(1) shows 85 per cent apparent cures after seven 
days of treatment with 0.5 gram t.i.d. 


The second ‘) report showed 100 per cent ap- 
parent cures, but in these cases the treatment with 0.5 
grams 3 or 4 times daily was continued in all cases 
until evidence of the disease had been eradicated, and 
in one case the treatment was prolonged for 25 days. 


This seems to confirm my opinion as expressed 
below that more prolonged treatment for amoebiasis 
is necessary. 


Larger Doses 


A more recent report by Ross B. Taylor ‘*) indicates 
that larger doses of .750 grams q.i.d. for 10 days and 
repeated after a three or tour weeks’ interval may be 
necessary. 


Winthrop is experimenting with another synthetic 
compound Win 5047 or Mantomide. This is a rela- 
tively non-expensive drug and contains no arsenic or 
iodine. It is poorly absorbed in the intestinal tract. 
Reccmmended daily dosage is one gram b.i.d. for 10 
days. 


Ciba also is experimenting with a new synthetic 
named BA11925C, 


If there are localized lesions in the rectum, Vioform 
ointment locally has been used two or three times 
daily. Other forms of local rectal treatment that have 
been recommended are six grams Chiniofon dissolved 
in 300 cc, of warm water as a retention enema daily 
for seven to eight days; Carbarsone, two grams dis- 
solved in 200 cc. of two per cent sodium bicarbonate 
soluticn as retention enema for five nights. 


Hepatic Phase 


Finally, treatment of the hepatic phase of amoebia- 
sis must be considered. Even in asymptomatic cases, 
there is strong presumption that some amoebic or- 
ganisms reach the liver. 


Therefore, a course of treatment for the hepatic 
phase should be given, especially as we now have 
the relatively non-toxic drug Chloroquine (Aralen) 
for this purpose. 


The dosage of Aralen is four .25 gram tablets 
daily for two days, then two tablets daily for three 
weeks, The usual custom is to start the Chloroquine 
at the onset of the amoebic treatment. 
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I also do this if there are any signs of hepatic in- 
volvement at the time of the original examination, 
but otherwise I prefer to wait until six or seven weeks 
of the intestinal treatment have been completed, and 
then I give this along with the intestinal medication. 


In this way, there is less opportunity for re-infec- 
tion of the liver after the Aralen has been discon- 
tinued. 


Also Used 


Emetine hydrochloride grains one for ten days is 
also used in the treatment of amoebic hepatitis or 
abscess. 


What are the aims of treatment? First, the ideal 
is to effect a cure, but how often can this be ac- 
complished? While we scem to cure many cases, 
and I believe we do so, there is never entire certainty. 


If we consider how difficult at times it is to demon- 
strate the parasite in active, untreated cases of dysen- 
tery and compare how minimal is the possibility of 
demonstrating parasites in treated cases with a greatly 
reduced amoeba population, the dependence upon 
negative stool examinations for proof of cure obvious- 
ly would be inadequate. 


Because of this difficulty, I have discarded the stool 
examination after treatment, unless symptoms recur. 
The sigmoidoscopic examinaticns likewise are not 
very satisfactory, since many proven cases show no 
—* originally in the rectum and lower sig- 
moid. 


These negative examinations tend to give the phy- 
sician and patient a false sense of security, and, as a 
result, they may stop treatment too early. 


Length of Treatment 


As to the length of treatment to attempt a cure, 
the conventional treatment of one to three wecks, 
perhaps repeated in a short time, is, in my opinion, 
entirely inadequate, 


I believe continucus treatment should be planned 
in units of months rather than weeks. 


Until recently, I have advised a minimum of 10 
weeks, consisting of a week of an arsenic preparation 
alternating with 10 days of a non-arsenic-containing 
drug such as diodoquin, camoform or Fumagillin, to 
avoid the hazards of accumulation of arsenic in the 


body. 


With an increasing number of therapeutic failures 
accumulating with a larger series of cases, I am now 
increasing this time to 15 weeks or more. 


One example tc confirm the need of longer treat- 
ment consisted of a young male whom I saw in July 
of 1950, who had been living in Mexico most of 
his life. He gave a history of a recent attack of high 
fever, and, when we examined him, he had an ele- 
vated diaphragm on the right side. Because of this, 
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we ordered a stool examination, which was positive 
for endamoeba histolytica. He was treated continuous- 
ly from 7/17/50 until we sigmoidoscoped him on 
8/23/50. 

This sigmoidoscopic examination was done to rule 
out tumor, due to the fact that he had recently passed 
blood in his stools. 


In spite of continuous treatment for over a month, 
his rectum and lower sigmoid still had numerous 
amoebic ulcerations. When sigmoidoscoped again 
9/18/50, two months after treatment had been in- 
stituted, these ulcers were healed. 


This patient had no symptoms at any time of dis- 
turbed bowel habits, in spite of these ulcerations in 
his colon. 


Another Case 
Another case seen 6/12/51 was a referral because 
of amoebiasis. This patient was treated continuously 
for a period of over ten weeks, when she went to a 
large clinic for another complaint. 


At this clinic, they made complete examinations 
for evidence of amoebiasis, all of which were negative, 
and they advised her to discontinue the treatment. 


In a little over a year, this patient again returned 
with a positive diagnosis of amoebiasis, and, after 
carrying out a more adequate course of treatment, she 
has had no recurrence. 


A third case was treated 15 weeks continuously with 
arsenic and iodine preparations without improvement 
of his diarrhea. I believed that he must have another 
¢ause for the continued diarrhea, but, when aspirated 
mucous was examined, there was no difficulty in 
finding amoeba histolytica. , 

I recently saw a mother and her young daughter 
who had been treated in Arizona for amoebiasis about 
a year before. One had had six months’ treatment, 
the other, five months. 

Amoeba were demonstrated on the mother, and the 
daughter had a recurrence of her original symptoms 
which had been relieved by treatment, although no 
amoeba were demonstrated at this time. 


There have been several cases that consulted me 
after having been diagnosed as having amoebiasis by 
other physicians and treated from one to three weeks. 
These patients had been discharged as ‘‘cured’” by 
their physicians. 

Some of these have asked me to continue the treat- 
ment, as they felt that they were not cured, and have 
had relief of symptoms with further treatment. 


Others were treated further by me on my own 
initiative cn the basis of symptoms still being present, 
and these were improved. 


Now, if continuous treatment for several months 
does not effect a cure, the chances of doing it with 
continued treatments are probably slight. 


However, it seems reasonable that periodic, inter- 
rupted treatment seems to offer promise of keeping 
the chronic infection in a better controlled state with 
the patient comfortable and probably less a hazard 
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to his contact. 

Certainly, it is preferable to having repeated re- 
lapses of acute or sub-acute attacks. 

The majority of cases that have relapsed after what 
I had considered adequate treatment have proven to 
have colonic diverticuli. 

I, therefore, have become very discouraged about 
anticipating a cure in cases with this complaint. 

The diverticuli apparently act as a focus of infec- 
tion, shut off part of the time from the intestinal 
amoebicide, but later expelling their infected contents 
into the intestinal lumen and causing reinfection. 

Controversial Subject 

Another controversial subject in the treatment of 
amoebiasis is the question of the so-called non- 
pathogenic amoeba—endamoeba coli, endolimax nana, 
iodamoeba Butschlii and dientamoeba fragilis. 

In studies made at the University of Pennsylvania ‘*? 
they made a five-year study of over 400 patients 
showing amoeba. They made no distinction between 
the histolytica and the so-called non-pathogenic 
amoeba. 

They treated these patients with Carbarsone for ten 
days and 44 per cent showed improvement of their 
digestive complaints. 

To avoid the criticism that the improvement might 
be due to the non-specific tonic effect of arsenic, some 
patients were treated with solution of potassium ar- 
senite in therapeutic doses, none of which showed 
any improvement in their symptoms. 

28 Patients 

In addition, 28 patients in which the diagnosis of 
amoebiasis had not been established were treated 
with Carbarsone and only four showed symptomatic 
relief. 


This raises the question, were these patients actual- 
ly infested with amoeba which were not detected by 
examination ? 


Rankin, Bargen and Buie, in their book ‘Colon, 
Rectum and Anus’ “) stated that amoeba coli and 
nana should be considered pathogenic, when found 
in patients with gastro-intestinal symptoms. With this 
much evidence, I think it is safer to treat paticnts who 
have the so-called non-pathogenic amoeba rather than 
to ignore them. 


We treat all so-called non-pathogenic amoeba, To 
date, the majority of these patients have shown clinical 
improvement. Is this due to these amoeba being 
pathogenic, or is the improvement because there is an 
underlying amoeba histolytica infection that was not 


detected at the original examination? 
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Edited by Andrew M. Babey, M. D., Las Cruces, N. M. 


APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 


(Continued) 


Td 


34. “In hundreds of hospitals the so-called “bari- 
um swallow’ observed in the erect patient is regarded 
as a satisfactory examination, and so the early growth 
is missed. The mucosal pattern should be viewed in 
the recumbent patient with the same care as that of 
the stomach, and a solid opaque bolus should replace 
emulsion if this has revealed no abnormality.” Loc. 
cit. p. 897. 


35. “There is an area of radiological romance 
which is bounded above by the pylorus and below 
by the ileocaecal valve. This stretch of gut as yet 
inaccessible to even-the most determined endoscopist, 
provides material for the doubtful claims of duodeni- 
tis, jejunitis, and ileitis, Once these labels have been 
accepted by doctor and patient the incentive to search 
for a rational explanation of symptoms wanes and 
leads to treatment for a condition which seldom 
exists.” Loc. cit. p. 897. 


’ 36. “It behooves the less experienced pathologist 
to avoid the flattering invitation to make a diagnosis, 
or even to suggest treatment, on the strength of 
blood analyses of patients whom he may not even 
have seen. I have seen three such reports bearing a 
confident diagnosis of pancreatitis because of high 
setum amylase figures. In each case the cause of the 
abnormality was morphine addiction, with consequent 
spasm of the sphincter of Oddi.” Loc. cit. p. 897. 


Diagnostic Possibilities 


37. ‘To consider at length the diagnostic pos- 


sibilities of a case is academically interesting but 
laudable only if at the end the physician commits 
himself to a firm opinion. Intellectual dishonesty is 
easily acquired. It is so facile to say later, “I did 
mention that as one of the possibilities.” Loc. cit. 
p. 897. 


38. “It comes as a surprise to many a young 
consultant to find that patients of good upbringing, 
and allegedly excellent educational training, can be 
as muddled in their thinking and in their answers as 
the most exasperating out-patient from the lowest 
social stratum.” Loc. cit. p. 898. 


39. “Just as thirty years ago the advance of medi- 
cine was arrested by the theory of focal sepsis, so 
today the search for truth may be imperilled by the 
parrot-cries of “adaptation reactions” and “collagen 
disease.”” Loc. cit. p. 898. 


40. “We are as a profession not nearly sufficiently 
alive to the mental and physical changes which are 
produced by the constant taking of therapeutic doses 
of barbiturate, an addiction which is doing far more 
harm to the efficiency of the upper social classes 
than are the more dramatic and better-known forms 
of addiction.” Loc. cit. p. 900. 


41. “To be ruthlessly critical of one’s own theories 
is one of the most difficult tasks we have to accom- 
plish; for, as Bacon remarked, “‘A mixture of a lie 
doth ever add pleasure.’ In some walks of life, 
especially in politics, this does not matter, but in 
medicine it will not do.” Loc. cit. p. 900. 
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Clinical Note from Grand Rounds 


These notes are abstracts of opinions ecxpressed by staff mem- 
bers during case presentations at the Friday Grand Rounds of 
the Pratt Diagnostic Clinic — New England Center Hospital. 

In metabolic acidosis potassium tends to move out of 
cells partially compensating anions that have been lost 
from extracellular fluid; this potassium then becomes 
available for excretion and may be lost from the 
body. Correction of acidosis unmasks the potassium 
depletion, for potassium then returns to cells leaving 
a deficit in extracellular fluid. In metabolic alkalosis 
potassium tends to move into cells and plasma potas- 
sium levels fall. Correction of the alkalosis leads to 
restoration of plasma potassium levels from intracel- 
lular stores. Severe degrees of potassium depletion in 
addition to disturbances in function in other organs 
may lead to renal failure because of degenerative 
changes that occur in the renal tubules. 
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“POINTERS” 


From the Case Records of the Massachusetts General Hospital,* 1954 


1. “Sometimes, bronchogenic carcinoma is so sur- 
reptitious that it appears first as a mediastinal mass 
without any evidence of lung involvement.” p. 81 


2. “Ovarian carcinoma may occasionally be im- 
planted on the diaphragm and extend through it to 
involve the pericardium and pleural cavities.” loc. 
cit.; p. 119 


3. “The liver is practically always involved in in- 
fectious mononucleosis although jaundice is relatively 
uncommon.” loc. cit.; p. 171 


4. “Mention might be made about the procedure 
of putting the T tube through the ampulla, which is 
quite widespread throughout the country at present. 
We have recently had a number of cases in the hos- 
pital that tend to make us believe that that procedure 
may not be entirely harmless—that it may give rise 
to pancreatitis.” loc. cit.; p. 173 


5. Although the pain with a pancreatic neoplasm 
can be of any character, it usually radiates to the back 
and is relieved when the patient stands up or bends 
over.” loc, cit.; p. 214 


6. “Fourteen per cent of the patients with ruptured 
spleens had delayed bleeding. Of this group of 63 
patients with delayed rupture, in 55, or 87 per 
cent, the interval before the signs appeared was five 
hours to sixteen days after the initial damage; ia the 
remaining eight patients the time varied up to two 
years. A three-week delay is unusual, therefore, but 
not impossible.” p, 392 


7. ‘On the other hand, it is not safe to assume 
that bright-red blood or currant-jelly clots represented 
bleeding below the ileocecal valve because if the 
bleeding from esophageal varices is massive enough, 
dark-red blood or currant-jelly clots may appear in 
the stools.” loc. cit.; p. 436 


§. ‘Whenever I see a report of gas with a fluid 
level below the diaphragm bilaterally, I always raise 
the question of whether it was really free air. Gas 
beneath the right leaf of the diaphragm is almost 
always free, but occasionally the bowel moves up 
between the liver and the diaphragm, giving an x-ray 
picture suggesting free gas beneath the left leaf.” loc. 
cit.; p. 689 


9, “Volvulus of the ascending colon may also 
present two fluid levels, one in the hepatic flexure 
under the right leaf of the diaphragm and one caused 
by rotation of the cecum under the left leaf.” loc. cit. ; 
p. 609 


10. “One can be fooled by air in bowel between 
the liver and the diaphragm. That can be, settled by 
a lateral x-ray film taken with the patient lying on 
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his back or side.” loc. cit.; p. 609 


11. “Some years ago Dr. Tracy B. Mallory looked 
up the cases with enlarged spleens and found that 
the largest spleens, except for the leukemias and the 
primary splenic diseases, were associated with chronic 
pyelonephritis.” p. 697 


12. ‘Fibrosis may be the sequel to a number of 
varieties of injury to the lung. Unresolved pneumo- 
nia, healed infarcts, silicosis, berylliosis, lipoid pneu- 
monia, scleroderma, polyarteritis nodosa, tuberculosis 
and sarcoidosis, as well as a host of other conditions, 
both known and unknown, all result in pulmonary 
fibrosis that may be very similar in appearance.” loc. 
cit.; p. 786 


13. “We have seen patients who raised 500 to 
700 cc. of blood repeatedly with mitral stenosis—in 
rare cases even to exsanguination.”’ loc. cit.; p. 838 


14, “The intractable pain, which first simulated 
that of ulcer, started in the epigastrium then reached 
the back, eventually spread to become periumbilical 
and defied treatment, is typical of carcinoma of the 
body or tail of the pancreas.”” loc. cit.; p. 152 


15. ‘With cancer of the pancreas, pain often 
extends downward, eventually to involve the um- 
bilical region; it goes lower than the actual site of 
the pancreas. That is due to the pressure on, or in- 
vasion of, the celiac plexus.” loc. cit.; p. ‘152 


16. ‘Can a considerable degree of mitral stenosis 
be present without evidence of right-ventricle hyper- 
trophy? The answer to that question is certainly 
yes.”” loc, cit.; p. 398 


17. “In about 20 per cent of cases of viral hepa- 
titis, all the flocculation tests may be within the nor- 
mal range.’ loc, cit.; p. 485 


18. ‘When severe headache accompanies a clinical 
picture of cardiac infarction think of aortic dissection 
as the cause rather than myocardial infarction.” A 
composite ; loc. cit.; p. 749 


19, “That no definite ulcers were seen in the 
x-ray films of the colon does not rule out ulcerative 
colitis, even in a patient who had had the disease for 
ten years. Often, the colonic changes seen by the 
radiologists are not remarkable, and we should not 
exclude the diagnosis of ulcerative colitis merely be- 
cause x-ray films show no ulcerations.” loc. cit.; 
p. 985 


*We are grateful to Dr. Benjamin Castleman, Editor of ‘Case 
Records” and Dr. Joseph Garland, Editor of “The New England 
Journal of Medicine” for permission to publish these excerpts. 
They will appear regularly and cover the years 1951 through 


1955. — Andrew M. Babey, M. D. 
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What Of Our Rights? 


By CELso C. Stapp, M.D., EL Paso 


In the past few years we have seen States Rights’ 
practically disappear, and now individual rights are 
being whittled down. 


In looking at one instance, without weighing guilt 
or innocence, but weighing the principles involved, 
we are now having a rash of proposed trials of our 
soldiers overseas by foreign countries, These men are 
being deprived of their constitutional rights while 
serving in our armed services. 


Are we going to subscribe to trials which do not 
properly weigh the innocence or guilt with fair rules 
of evidence? Shall we stand by and see unusual types 
of punishment for our GI's? It one of our soldiers 
is found guilty of stealing in Iraq shall we permit 
his right hand to be amputated ? 


Justice Prevails 


During World War II I was president of a General 
Courts Martial in the service for quite some time, and 


ABSTRACT 


in my court and all others I knew of proper punishment 
was always given the guilty and most of the foreigners 
involved were quite well satisfied that justice had 
prevailed, 


As a missionary’s son I lived in Brazil for twelve 
years, One of the most cherished thoughts that we 
had as citizens of these United States was that we 
knew our country would, defend* us as individuals. 
We were proud of our individual privilege of free- 
dom and self respect. I left that fine country in 1927. 
I wonder what our citizens there and around the world 
think now? 


After some of the recent decisions of the Supreme 
Court I wonder if they will legislate by jurisdiction 
some of our inherent rights into unheard of inter- 
pretations ? 

We as people in a Democracy should write to our 
elected representatives and demand that our rights be 
protected at all times. 


TIMED-DISINTEGRATION CAPSULES 


Feinblatt, T. M. & Ferguson, E. A., Jr., Timed-disintegration capsules (Tymcaps)—a further 
study—an in vivo roentgenographic study, blood-level study and relief of anginal pain with 


pentaerythritol tetranitrate, New England J. Med. 256:331, (Feb. 21) 1957. 


In a further study of timed-disintegration capsules, 
the disintegration pattern visualized in vivo by roent- 
genography was confirmed by periodic blood-level 
determinations of the drug and clinical responses. 


The medication used was Corovas Tymcaps (timed- 
disintegration capsules of pentaerythritol tetranitrate) , 
which were administered to 20 patients suffering 
from chronic symptoms of angina pectoris. 


Comparison of the results showed that X-ray visu- 
alization of disintegration, blood-levels of penta- 
erythritol tetranitrate and the clinical response all 
agreed. 


Evidence of X-Ray 


The evidence of X-ray dispersal, continued con- 
sistently high blood levels, and continuing substantial 
reduction of pain showed continuing absorption and 
utilization of the pentaerythritol tetranitrate during 
the period from three to nine hours after administra- 
tion. 
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The conclusion was reached that pentaerythritol 
tetranitrate administered in the form of timed-dis- 
integration capsules can be evenly and consistently 
utilized for control of anginal pain. 


Four Quarters 


Corovas Tymcaps contain pentaerythritol tetrani- 
trate 30 mg. The first quarter (7.5 mg.) of this 
medication is dispersed immediately; the second, 
third and fourth quarters, after three, six and nine 
hours, respectively. 


The preferred technique of administration is one 
capsule every twelve hours, taken on an empty stom- 
ach with an adequate amount of water. 


The suggested optimum time of administration is 
one capsule half an hour before breakfast and a 
second capsule before the evening meal approximate- 
ly twelve hours later. 
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EDITORIAL 





Mental Health and the Private Mental Hospital 


By JoHN W. Myers, M. D., ALBUQUERQUE 


In October 1955 the Governor of New Mexico 
appointed a committee to survey the question of 
mental health in New Mexico and make a report. 
Members of the medical profession were recently 
sent a copy of this report*, and a summary of certain 
recommendations was made for improvement of the 
mental health situation in this state. 


Strangely enough, in listing the state's psychiatric 
facilities and needs, the report did not indicate any 
shortage of psychiatric beds at the State Hospital. 
Stranger still, no mention at all was made of the 
facilities and availability of the private psychiatric 
hospitals, However, in various other reports, the 
private general hospital has seemed to play an im- 
portant part. Perhaps, this report was intended to 
deal only with tax-supported institutions. 


The fact is, we have in New Mexico two private 
psychiatric hospitals (Nazareth Sanatorium, and 
Sandia Ranch Sanatorium, both located in Albuquer- 
que) with a total capacity of eighty beds. This fact 
may not be widely known. However, both hospitals 
are licensed by the State Health Department, are 
listed in various other reports, and it would be reason- 
able to assume that the Committee had access to those 
reports. 


State Hospital 


In the last Directory of the A.M.A., the capacity of 
the State Hospital was listed as 1150. Our latest in- 
formation sadicated that the total admissions at the 
New Mexico State Hospital for 1956 were about 500. 
The total admissions for the two "private psychiatric 
hospitals were 334. During the same period (1956) 
ten patients were transferred from the private psy- 
chiatric hospitals ot the state hospital at Las Vegas. 


Of the patients residing in the two private mental 
hospitals there was a total of fifteen Sonido pa- 
tients who remained in the institutions throughout 
the year. These, of course, were not active-treatment 
patients. The average hospital stay for the active- 
treatment patients was 27 days. Our best information 
indicates that, for the entire state of New Mexico, in 
1956, there was a total of 834 mental patients admit- 
ted to the State Hospital and the two private mental 
hospitals. 


We have no knowledge of just how many mental 
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patients were treated in general hospitals during that 
period of time, but a recent report from the U. S. 
Public Health Service on this question, classifying 
admissions for the entire United States, indicates that 
there were no psychiatric cases admitted to general 
hospitals in New Mexico during the past year. How- 
ever, the accuracy of that report is questionable since, 
as we all know, mental patients are ocassionally ac- 
cepted in general hospitals throughout the state. 


Further Look 


A further look at these figures shows that, of the 
total of 834 psychiatric patients admitted during 1956 
in New Mexico, 40 per cent were admitted to the 
two private psychiatric hospitals, with a little less 
than 60 per cent admitted to the state hospital. Keep 
in mind, also, that the two private psychiatric hospitals 
have less than 7 per cent of the total psychiatric beds 
in the state (80 beds of the total of 1,200). Thus, 
with less than 7 per cent of the psychiatric beds, the 
private hospitals admitted slightly more than 40 per 
cent of the total patient load. 


For the nation as a whole, on an average, the 
private mental hospitals care for 36 per cent of the 
new admissions, as 6pposed to 64 per cent admitted 
to the public hospitals (state, federal, county, city, 
etc.) These figures certainly show that the two private 
psychiatric hospitals in New Mexico have been doing 
a good job. We feel that the state hospital also has 
been doing a splendid job, considering its appropria- 
tions and limited personnel. 


But it is also obvious that if the state hospital had 
been further burdened with the 40 per cent cared for 
in the private psychiatric hospitals, its load would 
have been much heavier, and consequently the cost to 
the taxpayers proportionately greater. Particularly, let 
us keep in mind that the two private psychiatric hos- 
pitals have received no public funds whatsoever—not 
even Hill-Burton money. We feel then that we can 
be justly proud of the achievements of these two 
private hospitals. 


Cost of Caré 


On page six of the report of the Governor's Com- 
mittee report it is said that, ‘'The cost of private care 
is not decreasing sufficiently to anticipate a reduction 
in the proportion cared for by the state. The prevail- 
ing insurance plans, on the whole, do not cover psy- 
chiatric ailments which would lessen the burden on 
the state facilities and funds. In the Western states 
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the tax structure is not such as would allow much 
community support of the mentally ill.” 


The Committee, we feel, has failed to tell all the 
facts, and we feel that a few of the facts are as fol- 
lows: 


1. The average room and board cost in the private 
psychiatric hospital is considerably less than in any 
general hospital in the state. The Committee reports 
that the cost of private care has not “decreased suf- 
ficiently.”’ The fact is, it has not decreased at all. Why 
should it? Of necessity, the board and room rate has 
increased 20 per cent in the past fifteen years, while 
labor, materials, etc. are up 100 per cent. We cannot 
speak for all psychiatrists, but for our own group, the 
medical fees are the same today as they were fifteen 
years ago. These fees are comparable with those 
charged in Denver and El Paso, and are considerably 
less than those charged in California and in the East. 


Special Nursing 


2. Where special nursing is required, it is fur- 
nished at much less cost than in the general hospital. 
This is accomplished through “group nursing’. 


3. Though the average stay in a mental hospital 
may be longer than in a general hospital, it is still 
within the means of the average citizen who has the 
foresight to carry an ordinary hospital insurance policy. 
Keep in mind, also, that the average stay for treat- 
ment cases is about thirty days, and that private in- 
surance policies are available under the New Mexico 
Physician’s Service. Such policies pay for 50 to 120 


days of hospital care, and this includes psychiatric 
care. The insurance coverage may not pay the entire 
cost, but it does take the “big bite” off the family. 
Surely the Governor’s Committee was aware of these 
facts, though they do not appear in its reckoning. 


Policies Available 


4, These private insurance policies are available to 
the average citizen, and are within the means of the 
average working man, covering the entire family, at 
a cost of about thirty cents per day, or about the price 
of a pack of cigarettes. Unfortunately, the New Mex- 
ico Blue Cross organization discriminates against the 
mental patient, and the psychiatric hospital. Until 
the Blue Cross meets this need, we recommend that 
no family carry that type of protection, 


5. In the past ten years there has been no shortage 
of bed space for private psychiatric, patients in New 
Mexico. It has not been netessary for any patient to 
leave the state for want of bed space in a private 
psychiatric hospital. 


Private psychiatric hospitals have considerably light- 
ened the financial load of New Mexico's taxpayers 
by caring for more than 40 per cent of the total psychi- 
atric admissions. 


Considering these facts, it seems reasonable to con- 
clude that the Governor's Committee in some regards, 
“missed the boat.”’ 
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Jesse Hamer, M. D., of Phoenix 


is Vice President of A. M. A. 


Jesse Hamer, M. D., well-known internist of Phoe- 
nix, was elected Vice-President of the American Med- 
ical Association at the recent New York meeting. 


Dr. Hamer has been active in the affairs of the 
Arizona Medical Association for a quarter of a cen- 
tury. He was President in 1936 and had been delegate 
to the American Medical Association constantly since 
1934, 


He also has had an active ‘interest in the South- 
western Medical Association. He was Vice President 
in 1940 and served on the Editorial Board of SOUTH- 
WESTERN MEDICINE from 1934 to 1941. 
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Emotional Factors in Skin Disorders 


By JAMEs F. PATTERSON, M. D., PHysiclaN, New ENGLAND CENTER HospPiTrAL; ASSISTANT 
PROFESSOR OF MEDICINE, TUFTS UNIVERSITY SCHOOL OF MEDICINE, BOSTON 


The relationship of emotional disturbances to skin 
disorders is of particular interest, not only because 
of the possible emotional causes of skin disease, but 
also because of the profound effects of even relatively 
mild and benign skin disorders upon the emotions. 


Certainly the skin is an excellent organ for ob- 
serving the effects of the emotions on bodily func- 
tions. It required the unusual circumstance of an ex- 
ternal gastric fistula in an otherwise healthy man for 
Beaumont and Wolf and 


From the investigative point of view, there are 
many approaches to this subject, and these are all 
being explored at present. These include physiological 
studies of the skin (measurements of sweating, blood 
flow, and so on) during psychiatric interviews, bio- 
chemical studies of the skin and blood, determination 
of personality types in relation to certain skin disor- 
ders and psychodynamic studies. There are numerous 
published studies of this sort with a variety of .con- 
clusions by the authors, For the purpose of this con- 
ference, I think it suffices 





Wolff! to be able to make 
their observations of the ef- 
fects of emotions on the 
gastric mucosa, In every 
person the skin is easily 
available for such observa- 
tion. 


Emotional reactions, such 
as anger and fear, pro- 
duce the visible reactions of 
pallor, flushing, or sweat- 
ing in the skin. These 
changes are brought about 
by the action of the auto- 
nomic nervous system upon 
the effector organs in the 
skin, namely, the blood 
vessels (pallor or flush- 
ing), the sweat glands 
(perspiration) and the pi- 
lo-erector muscles (‘goose 


flesh’). In addition, by 


invaluable to all. 


tivities. 





SOUTHWESTERN MEDICINE takes great 
pleasure in bringing to its readers a series 
of papers devoted to the psychosomatic 
aspects of various disease processes and 
syndromes. To many practitioners the psy- 
chogenic overlay is not a tangible affair, 
and its evaluation remains obscure. 
fact that this obscurity may well lead to 
results which leave much to be desired, 
from both the standpoint of the physician 
and patient, makes any study such as this 
The series constitutes a 
symposium whigh was presented under the 
auspices of the Bingham Associates at the 
New England Medical Center in Boston. 
This presentation was made for post-gradu- 
ate education. Through the kindness of the 
Tufts-New England Medical Center, the 
readers of SOUTHWESTERN MEDICINE 
will be able to join in the advantages of- 
fered by one of its major post-graduate ac- 


to say that no general over- 
all conclusions have been 
reached and that much 
more study of this sort 
needs to be and is being 
done. 


The 


Evaluation Problem 


From the point of view 
of medical practice, how 
can one evaluate the role 
which emotional factors are 
playing in any one patient 
that the physician sees? 
Certainly the physician in 
his evaluation of the pa- 
tient as a person will be 
able to detect overt symp- 
toms or signs of emotional 
disturbance, such as those 
of anxiety, depression, hys- 
teria, hypochondriosis, and 
so forth. He may also be 








mechanisms which are not 
so well understood, emotional stimuli may lead to 
itching or urticaria. Most of these phenomena, can be 
produced experimentally by emotional stmiuli. 


Physiologic Changes 


In applying this information to the study of actual 
skin disease, we must realize that many of the mani- 
festations of common skin disorders are the result of 
the physiologic changes described above, but that 
these changes need not necessarily have an emotional 
cause since they may also be produced by mechanical, 
allergic, infectious, chemical or other factors. Our 
task is to distinguish those conditions or those patients 
in which psychic stimuli play a role. This is most 
difficult since emotional disturbances may play no 
role, a causative role, an aggravating or continuing 
role, or may be entirely the result of the skin disorder. 
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able to detect certain emotionally stressful situations 
or happenings in the patient’s environment. Here I 
think it is important to point out that the mere pres- 
ence of emotion-producing events or emotional dif- 
ficulties in patients with a skin disorder is not proof 
of a casual relationship. Finally, deep probing into 
the patient's subconscious to learn the possible psycho- 
dynamics of the skin disorder is probably best left to 
the physician who is trained in psychiatry. 


How may. this information be used? There are 
no set rules. The presence of symptoms or signs of 
emotional illness, a past history of a “psychosomatic” 
disorder, and a clear historical relationship between 
emotional disturbance and exacerbation of the skin 
disorder are all helpful in determining a psychic 
cause for the disorder, Evaluation of personality types 
has not proved to be very useful in this matter. Diag- 
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nosis by therapeutic trial is also not very helpful since 
it is well known that physical treatment may markedly 
alleviate an emotionally-induced skin disorder by the 
psychotherapy which is invariably given with it. 
Again, lack of response to psychotherapy does not 
mean an absence of psychic cause for the disorder, 
since like all other therapy the psychotherapy may 
simply have not been effective. 


Complete Listing 


A complete listing of skin disorders associated with 
emotional disturbance is not possible here. Such lists 
may be found in the recent textbooks by Obermayer? 
and by Pillsbury.* The following is a brief classifica- 
tion of these disorders. 


There is one group which one can call psychically- 
induced skin disorders. This includes the self-induced 
eruptions of factitial dermatitis, in which, because of 
psychic disturbance, the patient inflicts damage upon 
his skin, usually with chemicals such as acids, phenols, 
and so forth, and neurotic excoriations, in which the 
patient has a compulsion to dig at a certain area of 
skin until damage is produced. 


A second group would include those skin disorders 
in which emotional factors seem to play an important 
role either as cause or as contributory factor. This 
group includes some cases of anal and vulvar pruritus, 
chronic urticaria, acne rosacea (in which the flushing 
reaction plays a part), lichen planus (a disorder of 
varied and mostly unknown causes but in which acute 
generalized exacerbations seems to follow episodes 
of emotional distress) and neurodermatitis. This last 
needs further explanation. 


Localized Form 


There is a localized form of neurodermatitis in 
which a discrete area of skin is frequently scratched 
or rubbed by the patient. In time thickening and 
pigmentation of the skin occur in this area, Dis- 
seminated neurodermatitis (often called synonymously 
atopic eczema) in the adult present in the following 
way. The patient has a family history of allergic 
disorders and often has himself allergic disorders such 
as hay fever or asthma, He has usually had eczema 
as an infant, but as a young adult has a recurring, 
severely itching, weeping or dry eruption on face, 
neck and flexural surfaces of elbows and knees. 


It is felt by most authorities in this field that there 
are probably multiple causative factors of this disease 
(hereditary, allergic, constitutional and psychic), but 
that at this stage the psychic factors are often more 
important therapeutically than the allergic. It is still 
difficult, however, to distinguish between the emo- 
tional disturbance as a cause and the emotional dis- 
turbance as a result of a cosmetically disfiguring and 
very uncomfortable disorder occurring during the 
formative years. 


The eruption may not only produce an unsightly 
appearance, but may cause the patient to exude serum 
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or to scale. Pruritus is often severe and in the normal 
person is replaced when he scratches by the less un- 
comfortable sensation of pain. In disseminated neuro- 
dermatitis, scratching only adds to the skin damage. 
The term neurodermatitis is also used loosely to de- 
scribe a variety of pruritic skin disorders of unknown 
etiologies in which there, seems to be a relationship 
to emotional disorder. 


Third Group 


There is a third group of skin disorders in which 
emotional factors may play some part, though there 
is little good evidence for this relationship. This group 
includes seborrheic dermatitis, acne vulgaris, psoriasis, 
dermatitis herpetiformis, vitiligo and alopecia areata. 


Finally and just as important as the other groups 
is a group of skin disorders which produce an emo- 
tional disturbance in the patient. An example of this 
is severe acne vulgaris which, as‘far as we know, 
is not basically an emotional disorder, but because 
of its severe cosmetic injury, occurring at a particular- 
ly critical time in the development of the individual, 
may produce a profound emotional reaction. Similar- 
ly, though psychic factors very likely are one of the 
etiologic agents in the production of the recurrent 
vesicular eruption known as ‘‘housewife’s hands,” the 
interference with normal duties, the great discomfort 
of the sensation of itching and the interference with 
sleep may in turn produce depressive or anxiety symp- 
toms in the patient. 


It is immediately clear from all of the above that 
treatment of the conditions that have been discussed 
involves the treatment of the entire patient, as well 
as the skin. 


Recurring Lesions 


The patient with recurring ulcerative lesions of 
peculiar shape and in whom it can be established 
that the lesions are the result of application of nitric 
acid, though this is denied, is almost certainly in need 
of psychiatric management. The young adult with 
atopic eczema (disseminated neurodermatitis) who in 
association with this has anxiety or depressive symp- 
toms, whether these be cause or result, may often be 
managed by the non-psychiatrist with simple psycho- 
therapeutic measures in addition to therapy of his 
skin, but at times he will require formal psychiatric 
therapy. The adolescent girl with acne who has de- 
veloped a phobia about being seen in public may be 
helped by the simple psychotherapeutic means de- 
scribed, but again may have as a result of her acne 
a psychiatric disturbance severe enough to require 
referral to a psychiatrist. 


What are the methods by which the non-psychiatrist 
may relieve some of the emotional symptoms and 
possible emotional causes of illness in these patients ? 
The value of allowing the patient to discuss the symp- 
toms or his situational problems is clear. The interest 
and attention of the physician to the patient and his 
symptoms, even in incurable disorders, will be of 
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further help. Treatment of the skin disorder itself 
is, of course, important since, by relieving discomfort 
and unsightly appearance, the patient’s reactive symp- 
toms may also be greatly relieved. 


Medications 


Unfortunately, there are no internal medications 
which are uniformly effective in relieving the very 
uncomfortable sensation of pruritus asscciated with 
some skin disorders, though simple local therapy will 
often be helpful. Agents to relieve anxiety and to 
counteract insomnia may be of great help. Barbiturates 
seem to be effective, thouh some feel that chloral 
hydrate and paraldehyde are more effective sedatives 
in these patients. Others use the more sedative anti- 
histaminic drugs for these patients and these seem to 





help, probably more because of their sedative than 
antihistaminic action. Finally, the newer agents such 
as chlorpromazine and the tranquilizers may prove 
to have a place in treatment of this group of patients. 
A word of warning is needed here. All of the drugs 
described are capable of producing skin eruptions 
themselves and, unless this is recognized, there may 
be confusion in evaluating the progress of the patient 
if he develops a drug eruption. 
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Label Your Prescriptions! 


By WILLIAM E. LocKHaRrrT, JR., M. D., ALPINE, TEXAS 


Times have changed. Not too many years ago 
the really effective drugs doctors prescribed could be 
named on the fingers of one or both hands. Is it 
surprising that a custom of secrecy between doctor, 
pharmacist and patient developed? 


Today we have hundreds of potent, effective drugs 
which must be administered with increasing under- 
standing and with the full cooperation of your patient. 
Label your prescriptions! Deal the patient in on the 
secret. Latin and mysticism is not for modern medi- 
cation. 


Patients travel now-a-days. Another doctor likely 
will attend your patient while he is taking your medi- 
cation. You may be away to medical convention. The 
course of the illness and the effect of the medication 
need to be observed. 


A wise clinician once said: ‘““You cannot know 
too much about any medication applied to the human 
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organism.” Every medication has an element of ex- 
perimentation. Let your colleagues in on the secret. 
Your patient will benefit. 


Unless your colleague can call the pharmacist on 
the phone — and since this takes time and effort it 
is likely to be omitted — he cannot know for certain 
what you have prescribed, and his only safe course 
is to discontinue your medication. 


Once I attended a woman who was taking eighteen 
grains of thyroid. Several doctors thought she needed 
thyroid, and she was taking all prescriptions as 
directed. 


Your colleague does not desire to cut your throat. 
When he discontinues your prescriptions, the patient 
may wonder which member of the profession, if any, 
he should trust. Label your prescriptions. You will 
benefit. Medicine will benefit! 


Page 491 





MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 





EL PASO GENERAL HOSPITAL 





May 16, 1957 


Frederick P. Bornstein, M. D. — Editor — Case No. 828 


Presentation of case by Maurice C. Davidson, M.D. 


History: — Dr. Nathan Kleban: 


A 14-year-old school boy was admitted to the hos- 
pital because of convulsions on April 2, 1957. 


For two or three weeks before admission the pa- 
tient began to complain of dull occipital, frontal and 
posterior neck pain, got up two or three times during 
the night to urinate, noted hesitancy in starting his 
urinary stream, experienced insomnia, and had less 
frequent bowel movements. 


Ten days before entrance swelling about the 
eyes and mouth was present daily on waking but 
disappeared later in the day. Vomiting of previously 
ingested food started and occurred after a meal once 
daily. 

Eight days before admission visual acuity diminish- 
ed. A doctor in Juarez prescribed medicine. 


Five days before admission pain was present in 
his eyeballs. 

Following ten episodes of vomiting on the night 
of admission, the patient had three generalized tonic 
convulsive seizures, with head and face turned to the 
right, and he was brought to the hospital. 

Recent sore throat or fever were denied by the 
mother, who gave the history, and who did not know 
if there was dysuria or the volume and color of the 
urine. Any previous similar episode or any kidney 
disorder in the past were denied. 


Past history: The patient weighed 11 Ibs. 8 oz. 
at birth. Pregnancy, delivery and neonatal history 
were otherwise not remarkable. He was breast fed, 
later given evaporated, then pasteurized cow's milk. 
He received no vitamins, had diphtheria immuniza- 
tion. The patient had been hospitalized or treated 
in Juarez for meningitis at age one year, pneumonia 
at age five years, measles age eight years, typhoid age 
eight, and minor injuries without fractures or un- 
consciousness when struck by a car at ten years. 
Family history: Father, mother and two younger 
siblings were living and well. There was no known 
family history of kidney disease or hypertension. 
Physical Examination: 

T. 99.2. P. 88. R. 12. B. P. 240/160-170 

The patient's state of consciousness on admission 
is not described. Except for what was described as 
a grade IV retinopathy, periorbital edema, and slight 
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prominence of the eyes, the physical examination was 
otherwise not remarkable. 


Hospital Course: 


On admission to the ward the patient was restless, 
complained of severe headache. Tonic and clonic 
convulsive seizure was observed by the nurse. Oral 
and parenteral phenobarbital and oral reserpine were 
given. A spinal puncture was done on the second 
day. Blood pressure ranged from 160/90 to 190/150. 


The patient was seen on the day of admission by 
the attending staff man, later by a neurosurgical con- 
sultant. Penicillin was given to eradicate beta hemo- 
lytic strep from the throat. Magnesium sulfate and 
pentolinium tartrate (Ansolysen) were administered. 


Third Day 


On the third day blood pressure rose to 230/190, 
later dropped to 120/100. On tentolinium, chlor- 
promoyine, (Thorazine), magnesium sulfate and 
phenobarbital, blood pressure varied from 110/86 to 
180/146. 


The patient seemed to be comfortable at times, but 
was generally restless, moaned, complained of in- 
jections, pulled out the retention catheter. Bleeding 
from the nose began on the sixth day. Constipation 
was complained of on the seventh day, when his 
blood pressure ranged between 140/110 and 140/90. 
Abdominal distention was noted on the eighth day. 


Ninth Day 


On the ninth day a consultant found the patient 
somnolent, crying out and complaining of left anterior 
chest discomfort and difficult breathing, oriented, 
hoarse, at times cooperative and at other negatavistic. 


Respiration varied, was regular at times, at others 
Bist or Cheyne-Stokes. Pulse was 100, regular; blood 
pressure 160/130 in the left arm, 210/140 left leg. 

Retinal vessels were narrowed, irregular, with A-V 
nicking hemorrhages old and recent, exudate, but no 
disc elevation. 

There were palpable cervical, axillary, epitrochlear 
and inguinal lymph nodes. There was no clear breath 
odor. Nostrils contained clotted blood. 

The second pulmonic sound was accentuated, with 
a grade II systolic murmur. There was an equivocal 
presystolic apical gallop. The patient refused to sit 
up because his buttocks were painful from injections. 
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There seemed to be presacral edema which did 
not pit. The colon was filled with hard feces. Hard 
brown stool was obtained on rectal examination. 


Temperatures 


On the first day the temperature rose to 101.8, 
varied between 99-100 for the next two days, rose 
to 102.6 (R) on the fifth day, remained normal until 
the day before death when it rose to 100. Urine 
output ranged from 750 to 1400 cc/24 hours, was 
1500 cc. two days before death. 


On the night of the tenth hospital day breathing 
became labored, color cyanotic, diffuse crepitant pul- 
monary rales were heard, coma developed, blood pres- 


sured dropped. 


Oxygen, I-V Cedilanid, and rotating tourniquets 
did not reverse the pulmonary edema. The patient 
died on April 12 in congestive heart failure and 
shock. 


Laboratory: 

X-rays: April 2, 1957 — P-A chest film — “‘Fin- 
dings consistent with hypertensive cardiovascular dis- 
ease”. Skull films: “Negative for evidence of in- 
creased intracranial pressure’’. 

Urine: April 2: 1.007; Albumin 4+ ; 3-8 RBC; 

1+ Ep. cells; 0-3 hyalin casts 

April 4: 1.005, 4+ albumin; 0-6 WBC, 20-30 

RBC; occasional finely granular casts 

April 8: 1.020; 1+ albumin — microscopic neg- 

ative 

April 11: 1.012; 2+ albumin; 14-18 RBC/Ipf 
Blood counts: April 2: Hb. 12.9; Ht. 39%; 

WBC 22, 200; Segs. 95; lymph. 5 
April 11: Hb. 8.9; Ht. 28% ; WBC, 10,800; Seg. 
82, Lymphs. 13, Monos. 1, Eosino. 4 
Blood chemistry: April 2: Blood sugar 190 mg% ; 
Urea Nitrogen 39.5 mg% 
April 4: Creatinine 6.2 mg%; Urea Nitrogen 
53.2 mg% 

April 6: Urea Nitrogen: 62 mg% 

April 9: Urea Nitrogen: 68 mg% 

April 11: Calcium: 7.3 mg% 

Potassium 6.8 meg/L 
Phosphorus: 11.0 meq/L 
Sodium: 116 meq/L 
Sedimentation rate April 2 was 21 mm. in 60 minutes 
Spinal fluid April 2: 8 WBC, 2 polys, 6 lymphs. 
numerous RBC; total protein 50.0 mg%, sugar 
95 mg% ; culture unsatisfactory 
(contaminated ) 

VDRL negative — April 3 

Anti-strep titer: 50 units — April 4 

C-Reactive protein — negative — April 4 

Urine culture April 8: No growth in 72 hours 

L. E. cells — No L. E. cells found April 12. 
X-Ray Discussion — Dr. Vincent Ravel: 

The studies that we performed on this patient 
consist of a single view of the chest and the skull 
series. The only significant findings in the chest 
were the prominence of the left ventricular segment 
of the cardiac silhouette which is consistent with 
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hypertensive heart disease. There is no evidence of 
congestive failure. 


We don’t see any notching of the ribs such as 
might be present in a coarctation of the aorta and, 
significantly at this time, there is no evidence of 
azotemia. It is not infrequent that radiographic 
findings in the chest such as pulmonary edema ac- 
company an azotemia with failure, but on this exami- 
nation there is nothing to indicate that there might 
be a kidney lesion other than the possible hyperten- 
sion. 


‘As far as the skull is concerned, the radiographic 
findings here are entirely within normal limits, there 
is no evidence of any increased intracranial pressure, 
there is no increase in the digital markings, the pineal 
is not visualized, that might be of some help in case 
there happened to be a brain hemorrhage with dis- 
placement of the pineal. 


Dr. F. P. Bornstein: 


Let me ask you one question, Vincent. In a patient 
14 years old, what is the minimum period it would 
take for a heart to develop such hypertensive changes 
as seen here? 


Dr. Ravel: 


Well, that's a very difficult question as a number 
of things happen before the ventricle shows signs of 
hypertrophy. Of course one of the important factors 
which determine the amount of ventricular hyper- 
trophy or the degree of it is the coronary circulation. 


Certainly people with inadequate coronaries can- 
not show extensive ventricular hypertrophy. Here 
you have a youngster with an apparently normal 
coronary circulation who will be more likely to de- 
velop ventricular hypertrophy in a shorter period of 
time than you would in a more elderly person. 


Dr. W. G. Morrow, Jr.: 


First of all, I would like to say that I did not see 
this patient but I have read the summary and noted 
the eye findings. It seems to me that the differential 
diagnosis would lie between an intracranial lesion 
and cardiac difficulty and something wrong with the 
kidneys. It says in the protocol that the retinal ves- 
sels were narrowed, irregular with A-V nicking, that 
there were hemorrhages old and recent, and an ex- 
udate but no disc elevation. 


Ordinarily, in patients where the hypertension or 
the cardiac difficulty is primary, and severe enough, 
one sees some papilledema. If it’s an intracranial 
lesion there should be some other eye signs, such as 
paralyses of the extra-occular muscles, and I see no 
notation of that in the protocol. I do not think I 
could differentiate between the cardiac and renal dif- 
ficulty, but just making a guess I would say that the 
difficulty is primarily renal. 








Clinical Discussion: — 
Dr. Maurice C. Davidson: 


This is the case of a 14-year-old boy who entered 
the hospital with hypertensive encephalopathy. He 
had the common prodromata: headache, vomiting, 
some loss of visual acuity leading to grand mal con- 
vulsions. The nocturia and edema of face described 
in the protocol are not part of hypertensive encephalo- 
pathy. 

Some may ask why I co not consider the convul- 
sions due to the “uremia”? The initial BUN of 39.5 
mg per cent is not high enough to cause generalized 
convulsions. The central nervous system symptoms 
of uremia are drowsiness, muscular weakness, dull 
headache, periods of restlessness, muscular twitchings 
and delirium, and generalized convulsions, which 
when they occur, are preterminal. Blindness or par- 
tial blindness is extremely rare in pure uremia. 


Convulsions 


Hypertensive encephalopathy results in convulsions 
which appear in no way different from grand mal 
epilepsy. There may be a preliminary cry. During 
the tonic phase, cessation of respirations results in 
cyanosis and the venous return is impeded so that 
the neck veins swell. 


During the clonic phase, gasping labored breathing 
begins. The convulsions are occasionally unilateral or 
may alternate from one side to the other. This al- 
ternation is one reason to believe vasospasm is re- 
sponsible for the convulsion and not hemorrhage and 
thrombosis. 


The patients may foam at the mouth and occasional- 
ly bite their tongues, but not nearly as frequently as 
with true epilepsy. Nobody knows why. Spincter 
control may be lost. 


As many as 200 convulsions in one day have been 
reported so the condition may resemble status epilep- 
ticus. 


Immediately after the convulsion, the Babinski 
reflexes are positive and there may be absent or slug- 
gish pupillary reaction. Consciousness is lost and 
coma and stupor follow the convulsicns. 


The very high blood pressure distinguishes the 
condition from uncomplicated epilepsy. 


Retina Examination 


Examination of the retina usually will show papil- 
ledema or lesser degrees of hypertensive retinopathy. 
There may be elevated NPN and BUN but there is 
no correlation between the degree of nitrogen re- 
tention and hypertensive convulsions. 


Some cases have no NPN elevation. Headache 
which radiates to the back of the neck is very com- 
mon and severe in contrast to the dull headache of 
uncomplicated uremia. 


Stiffness of the neck may be present and spinal 
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tap is necessary to rule out meningitis or subarachnoid 
hemorrhage. 


The clinical picture of hypertensive encephalopathy 
may suggest brain tumor but extreme degrees of 
hypertension are very rare in brain tumor. You rare- 
ly get over 180 systolic in brain tumors. Albuminuria 
may be present after convulsions or extreme exertion 
but is transitory, usually of less than 12 hours dura- 
tion. Prolonged albuminuria is evidence of kidney 
damage. 


Basie Mechanism 


The basic mechanism underlying the convulsions 
is cerebral anoxia. In animal experiments clamping 
both carotid arteries causes generalized convulsions 
which stop when the clamps are released. In the 
Stoke-Adams syndrome pauses in the effective car- 
diac output, if prolonged, cause convulsions. 

Fishberg in his book, ‘Hypertension and Nephri- 
tis” states that two differerit conditions may produce 
the cerebral anoxia. The first is cerebral edema, which 
arises as the cerebral arterioles with their relatively 
thin musculature are unable to constrict sufficiently 
to balance the great increase in systemic pressure. 

The cerebral capillary pressure rises, favoring tran- 
sudation of fluid and hindering capillary re-absorp- 
tion. 

' Usually there is increased cerebro-spinal fluid pres- 
sure. This was not demonstrated in the case under 
discussion because the spinal tap was done long after 
the convulsions had subsided and the blood pressure 
reduced. 


Second Type 


This second type of condition leading to anoxia 
and convulsions, according to Fishberg, is cerebral 
artery spasm. He thinks this is very common in older 
patients with marked arteriosclerosis. 

There the sclerotic vessels are barely able to main- 
tain normal cerebral metabolism and a very slight 
constriction is sufficient to throw the individual into 
anoxia and convulsions. 


Hypertensive encephalopathy is said to occur in 
01) Renal disease — especially nephritis 
(2) The malignan phase of hypertension 
(3) Eclampsia 
(4) Lead encephalitis 


Vague Symptoms 


Let us get back to tonight's case history. The pa- 
tient was admitted with hypertensive encephalopathy. 
The vague urinary symptoms do not help me reach a 
diagnosis. The edema about the eyes and mouth 
strongly suggest glomerulo-nephritis. It is not charac- 
teristic of cardiac edema. 


The family and past history do not help. There is 
a possibility that he had scarlet fever and not measles 
when eight years of age. However, post-scarletina 
nephritis, particularly in a child, is rarely followed 
by chronic nephritis. 
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I was the staff man who saw this case on the day 
of admission and throughout his course, so I have 
a little advantage over some people who discuss these 
cases. I did check the femoral pulses and felt sure 
he did not have coarctation of the aorta. 


This can cause hypertension at any age but not the 
kidney abnormalities. My initial impression was acute 
glomerulo-nephritis and I ordered penicillin as I al- 
ways do in these cases where there is no allergy to it. 


Possibly a focus of streptococcic infection is still 
present and can be eradicated. It lessens the danger 
of pneumonia if pulmonary edema develops. 


Urinary Volume 


I was disturbed by the good urinary volume which 
the’ patient continued to put out. Acute glomerulo- 
nephritis with hypertension and uremia have oliguria 
or anuria. 


The low specific gravity of the urine and minor 
degree of hematuria and albuminuria were also out 
of keeping with acute nephritis. I have never seen 
an acute nephritis in which magnesium sulphate, 
reserpine, and ansolysin were so ineffective in lower- 


ing the blood pressure. 


For these reasons, I soon felt we were dealing with 
an acute exacerbation of chronic glomerulo-nephritis. 
I was not disturbed by the absence of history of acute 
nephritis. 


Just as we can get no history of acute rheumatic 
fever in at least 50 per cent of the patients with 
mitral stenosis, so many cases of chronic glomerulo- 
nephritis give no history of the acute phase. ‘It is 
mild and overlooked. Glomerulo-nephritis is a dis- 
ease of young people. 


In one series reported by Fishberg, 50 per cent who 
died of chronic glomerulo-nephritis, proven at autop- 
sy, were between ten and thirty years of age. Glomer- 
ulo-nephritis occurs twice as often in males as in fe- 
males. 


Clinical Course 


I believe our patient followed the clinical course 
of chronic glomerulo-nephritis, hypertensive type. 
The course was rapidly downhill. The BUN rose, 
anemia developed, and finally cardiac failure and 
pulmonary edema carried off the patient. 


This is a CPC so I must consider other possibilities. 
Could the patient have had a chronic pyelonephritis ? 
Indeed this is a possibility. 


If the infection is quiescent, the so-called healed 
stage of Weiss and Parker, the urine will not contain 
pus cells and culture may be sterile as it was in our 
case, 


With chronic pyelonephritis, there may be no his- 
tory of acute or recurrent urinary tract infections. 
These patients may present themselves for treatment 
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in the terminal stage, when uremia or hypertension 
dominate the clinical picture. 


The disease may not be recognized until autopsy. 
I had thought this a very rare occurrence in children. 
Butler reported 7 cases in children ages 3 to 11 years, 
with blood pressures averaging 190/140. 


These cases terminated as did our patient. I do not 
believe periorbital or facial edema, nephritic type of 
edema, was present. 


One Article 


I vaguely thought of renal papillary necrosis — an 
acute necrotizing form of pyelonephritis. In one article 
on the subject I found 60 per cent in diabetics and 
40 per cent in non-diabetics. The youngest non- 
diabetic was 40 years of age. 


I have seen only one case and massive hematuria 
domipated the picture from beginning to end. We 
did bilateral retrograde pyelograms on that patient 
early in the course of the disease, the X-rays were 
interpreted as normal. 


The clinical diagnosis was hemorrhagic type of 
acute glomerulo-nephritis. She was a non-diabetic 
woman of perhaps 45 who died in uremia in seven to 
ten days. What a surprise that postmortem was. 


Although chronic pyelonephritis is a possibility, I 
am sure intravenous pyelograms would have shown 
no kidney shadows. I do not believe retrograde studies 
were justified in this critically ill boy. 


If he had improved, kidney X-ray studies should 
have been done before accepting a diagnosis of chronic 
glomerulo-nephritis. 


Very Unlikely 


Renal tuberculosis seems very unlikely even at El 
Paso General Hospital. However, it could give a 
picture something like this. 


Polycystic kidneys can give this type of terminal 
picture. The kidneys were not palpable and I believe 
it is unlikely. However, we should have obtained a 
flat film of the abdomen. 


This procedure would not have hurt our patient 
and if the kidney shadows could have been identified, 
we might have made a brilliant diagnosis. We would 
not have saved the patient. 


I suppose pheochromocytoma can end in this pic- 
ture of ‘malignant hypertension’. A regitine test 
might have been done. He certainly was not a Cush- 
ing’s syndrome. 

It is possible that he had a unilateral ischemic kid- 
ney. By the time this degree of hypertension and 
uremia develop, the opposite kidney is too badly 
damaged by “hypertension” to make surgery of any 
real value. 


Against Lupus 
I did not suspect lupus. The age, sex, absence of 
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joint or skin manifestation, absence of anemia and 
pleural effusions are all against this dagnosis. One 
negative L. E. preparation does not rule it out. 


The other generalized “‘collagen’’ disease, polyar- 
teritis, also seems most unlikely. There was no eosino- 
philia, no abdominal pain, no muscle pain and little 
fever. I don’t suspect collagen disease when only one 
system — the cardio-vascular-renal system — is in- 
volved. 


In summary, I believe that the patient had chronic 
glomerulo-nephritis, hypertensive type, with hyper- 
tensive encephalopathy and terminally cardiac failure 
and pulmonary edema. If I would make a second 
guess it would have to be the chronic form of pyelo- 
nephritis. 


Dr. John M. Verosky: 


I won't tell you what I think the patient had be- 
cause I heard what he had, but there were a couple of 
interesting things about this boy when he was admit- 
ted. First, I did not think the amount of edema was 
consistent with an acute nephritis. 


In a convulsing hypertensive, the first thought is 
an acute nephritis, while his appearance, with no body 
edema and minimal facial edema, would guide you 
away from that diagnosis. 


Secondly, I thought it was interesting that the pa- 
tient has had meningitis, pneumonia and typhoid 
fever, a pretty loaded history of infections for a 14 
year old child. All these three illnesses can be ac- 
companied by septicemias, and of course any sep- 
ticemia can damage the kidney. I have no idea whether 
this has anything to do with this child but I think 
it is something to keep in mind. 


In all purulent infections in children, particularly 
in children below the age of responding clearly to 
questioning on urinary symptoms, it is important to 
watch for renal complications. 


Thirdly, aside from the little bit of edema that he 
had, I am sure that this child had no physical findings 
of illness, let alone renal illness. 


Somebody had seen him in his office three or four 
weeks previously, and this emphasizes again the ex- 
treme importance of taking blood pressures in chil- 
dren, not just fourteen year olds, but much younger, 
even if there are no complaints at all referable to the 
cardiovascular-renal system. 


Dr. Saul Appel: 


I would just like to say one thing and to emphasize 
the failure of the potent anti-hypertensive medication 
in this case. That is not a surprise, because the pa- 
tient was in uremia. 


Frequently in the advanced hypertensives who do 
have impairment of renal function these powerful 
ganglionic blocking agents do nothing except to 
expedite the terminal phase of the disease. 
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I notice he had abdominal distention towards the 
end, which might have been an effect, one of the ef- 
fects, of the Ansolysen. Dr. Davidson mentioned all 
of the possibilities, I think. I was thinking of some 
congenital anomaly that should be mentioned. 


There is one thing that Dr. Verosky suggested, which 
I think we should just mention again,, namely, the in- 
cidence of essential hypertension in children, young 
people. We normally think of people in their twen- 
ties or thirties as having essential hypertension. 


However, I am sure that we are missing many 
younger people who probably have a much higher 
blood pressure than is normal for their age. While 
I agree with Dr. Davidson that this is chronic, dif- 
fuse glomerular nephritis, still, it could have been 
an essential hypertension that went into the so-called 
malignant phase of hypertension and died with these 
clinical symptoms. 


We have the heart appearance, the chronic hyper- 
tensive disease; his calcium was way down, and I feel 
that he had been in uremia for a long time. Perhaps 
one of the facts to explain the low urea nitrogen would 
be a poor dietary history in the recent few weeks at 
the end of his life. 


Dr. Davidson: 


We did get in a little trouble with our anti-hyper- 
tensive agents, and I should have been more alert and 
insisted on a daily evacuation. 


When you are giving Ansolysen you simply must 
obtain a daily bowel movement, if you can’t do it any 
other way, Pidocarpin is a very effective drug orally 
or by hypodermic. 

Of course laxatives by mouth sometimes help. 
That was a distinct error in treatment, I don’t believe 
it caused his death in any sense of the word, 


Dr. Nathan Kleban: 


Before Dr. Bornstein gives the results of his in- 
vestigation, this boy certainly presented a complex 
problem of differentiation between acute and chronic 
disease. 


I would like to say this. When I saw this boy, 
in addition to everything that has been discussed, the 
thing that puzzled me about him was the distinct and 
generalized lymphadenopathy which ran around a 
half centimeter to a centimeter in size and I couldn’t 
fit it in. 

Unless Dr. Bornstein has a specimen of some of 
these lymph nodes, I don’t think his investigation 
will have been complete. 


Clinical Diagnosis: Acute nephritis with uremia 


Dr. Davidson’s Diagnosis: Chronic glomerulo- 
nephritis, hypertensive type 


Pathological Diagnosis: Congenital abnormality 
of the right ureter with obstruction and hydro- 
nephrosis; sub-acute glomerulo-nephritis superim- 


SOUTHWESTERN MEDICINE 








f - 
ll 


ne 


ch 
n- 


ny 
er 
ile 
if- 
en 
ed 


-Se 


er- 
eel 


ps 
ld 


Cr- 


nd 


ust 
iny 
Ily 


Ip. 


in- 
lex 
nic 
OY, 
the 
ind 


la 
In’t 


of 


ion 


ia 


ilo- 


lity 


iro- 


INE 









posed upon chronic glomerulo-nephritis 
Pathological Discussion: Dr. F. P. Bornstein: 


On autopsy we found a well developed, 14-year-old 
boy measuring approximately 160 cm. in length and 
weighing approximately 50 kg. The pericardial sac 
was markedly dilated and contained considerable 
amount of fluid. The heart weighs 320 grams which 
represents a considerable cardiac hypertrophy for a 
child of this age and size. 


Most of our interest, naturally, was concentrated 
on the kidneys. The right kidney weighed 160 grams 
and measures 15 cm. in greatest diameter. It had a 
cystic appearance. On further dissection, it became 
quite obvious that there was a hydronephrosis which 
extended to a point in the ureter where there was a 
stricture narrowing the ureter. 


This can be interpreted as a congenital lesion of the 
right kidney with hydronephrosis which made the 
whole renal system extremely vulnerable because one 
kidney was practically non-functioning. The left kid- 
ney weighed 130 grams. 


Left Kidney 


The capsule of the left kidney stripped with some 
difficulty. The surface was reddish-brown, granular, 
mingled with numerous yellow dots. The renal cortex 
was dark red with numerous yellow streaks which 
extended into the papillae. 





From these gross findings, an anatomical diagnosis 
of sub-acute glomerulo-nephritis and a congenital 
lesion of the kidney was made. The microscopic fin- 
dings essentially confirmed the gross findings. 


The significant additional finding was microscopic 
evidence showing that the process in the left kidney 
was of long standing, with areas of scarring and 
hyalinization of the glomeruli, representing the pic- 
ture of a long standing chronic glomerulo-nephritis. 


In addition, there were many glomeruli which had 
a crescent shaped exudate in the capsule of Bowman, 
representing the classical picture of so-called subacute 
glomerulo-nephritis, 


Good Correlation 


These anatomical observations correlated well with 
the clinical picture. It is a well known fact that 
glomerulo-nephritis is a process which proceeds in 
a slow fashion with frequent acute exacerbations. 


In short, this patient had a badly damaged renal 
system, firstly, by the presence of a congenital lesion, 
secondly, due to the presence of a chronic glomerulo- 
nephritis. 


The final disease process which lead to uremia and 
death was an acute exacerbation of his nephritic process 
which destroyed so much renal tissue that renal func- 
tion could not be maintained. 
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M. D.s Reported Spending 
More Time With Patients 


While the U. S. doctcr is devoting more time to 
his practice, he’s seeing about 15 per cent fewer pa- 
tients than he used to, Medica! Economics has re- 
ported. The typical physician is now giving more 
minutes to each patient, as medical leaders have long 
been urging him to do. 

The median doctor currently sees twenty patients 
a day. But ‘‘one in every three M. D.s sees at least 
thirty patients a day. And one in twenty-five sees sixty 
or more. 

The typical G. P. takes care of twenty-five patients 
a day, five more than his specialist counterpart. 

“Specialists with the heaviest patient loads are 
those in allergy and radiology-roentgenology,” it says. 
They see about twenty-six patients a day. 

“Specialists with the /ightest patient loads are pa- 
thologists, anesthesiologists, and psychiatrists.’’ Typi- 
cal doctors in these groups see fewer than ten patients 
daily. 





Coming Meetings 


First Pediatric Conference, Organized by the 
Chihuahua Society of Pediatrics, Affiliated with 
the National Association of Pediatrics, Ciudad 
Juarez, Chih., Mexico, September 14, 15 & 16, 
oot. 


San Diego Postgraduate Assembly, San Diego 
County Hospiatl, San Diego, California, Septem- 
ber 18-19, 1957. Haddon Peck, Jr., M. D., 525 
Hawthorn St., San Diego 1, California. 


American Fracture Association, September 30, 
October 1 and 2, 1957, in El Paso. Dr. W. 
Compere Basom is in charge of arrangements. 


Southwestern Medical Association, October 9, 
10, 11, in El Paso. 


Southwest Obstetrical & Gynecological Society, 
Annual Meeting, November 4 and 5, Las Vegas, 
Nevada. 


Texas Surgical Society, El Paso, April 7 & 8, 
1958. 


Fifth International Congress of Internal Medi- 
cine, Sheraton Hotel, Philadelphia, April 24-26, 
1958. 
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